P hysicians with cultural competence training have greater patient satisfaction. 1 Consequently, many medical schools strive to instill cultural competence in their students. However, the best approach to teaching cultural competence remains difficult to assess due to difficulties assessing the effects of individual interventions and their outcomes. 2 Additional issues include that many existing cultural competency interventions fail to address implicit biases students may hold and many institutions do not provide cultural training for their faculty. 3 This Meta-analysis by Deliz et al. 4 summarizes the current cultural competency teaching for medical students and their evaluation methods. They included 154 articles on cultural competency with 56 having a general focus and 98 focusing on specific populations that include race/ethnicity, global health, socioeconomic status, language, immigration status, disability, spirituality at the end of life, rurality, and LGBTQ. Most of these interventions (53.9%) used lectures as the instructional method; the second most popular method was discussion (36.4%). Most studies evaluated (90.3%) the impact of this training using surveys or knowledge-based tests. Most interventions were brief (1-3 h), though some were longitudinal throughout the students' medical education. The authors concluded that the lack of a standardized way to objectively assess the effect of interventions on patient and physician outcomes limited institutions' ability to make informed decisions on how to structure a culture competency curriculum.
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For institutions and administrators, this study identifies the current practices of medical schools in curricula pertaining to cultural competency. While unable to identify the best approach, this study provides a framework for curriculum developers to use. Additional studies, improved and objective outcome assessment and, ideally, randomized trials comparing different instruction methods will be required in order to fully understand how to best groom culturally competent medical students.
